while much can be done to relieve the symptoms, resolution of the pathological processes which exist in this condition cannot be expected; in other words it is incurable. The patient must then be told that the hip is an important weight-bearing joint and that all efforts must be made to preserve its function with minimum disability. He must remain up and about; the joint must be kept as mobile as possible, but such mobility must be attained with the minimum of weight-bearing. Rest alone may relieve symptoms but will lead to rapid muscle wasting, and thus the patient must understand that non-weight-bearing activity, such as exercises in the lying position and cycling, are of great value in keeping up the tone of the muscles which are, to him, the props of the damaged joint. Most patients understand the logic of these statements. Again, these patients are often heavy, partly from diathesis and partly from inactivity resulting from this disease, and such patients must be instructed in what to eat and what to avoid. Fortunately most patients seem to like being put on a diet as the idea of the connexion between diet and rheumatism is firmly fixed in their minds. But, unfortunately, the components of an ideal reducing diet are the most strictly rationed and difficult to come by of all foodstuffs in England today, and it is difficult to advise the best without infringing the principles of rationing! Another difficult problem is that of occupation. When retirement on a pension is due this makes things easier, but too often the man is engaged in a heavy occupation still feeling capable of work were it not for the increasing pain in the hip. Unfortunately a change of occupation is not easily obtained: in some cases the Disabled Register is helpful.
The prescription ofphysiotherapy.-Active methods whereby the patient makes the effort and does the work are far more valuable than passive. Thus the first step is to inaugurate a regime of non-weight-bearing exercises. In the early stages individual instruction will be needed but the patient should join a suitable group as soon as possible. It is to the dis-JAN.-PHYS. MED. I advantage of the patient in the higher economic levels that he can afford purely individual treatment and misses the fun and games of group treatment. Hydrotherapy is excellent as non-weight-bearing exercises are most easily performed in water. Exercise in the Guthrie Smith slings has proved a most valuable and effective substitute. Heat by shortwave diathermy relieves muscle spasm and pain and increases the vascularity of capsule and ligaments. It is, however, a passive form of therapy and loses most of its value if not combined with exercise. Faradism is sometimes employed in an attempt to build up the muscles which have wasted owing to spasm and disuse. But faradism is a very poor substitute for active voluntary muscle contraction and should only be used to re-educate the patient in the use of his own muscles. In the building up of adequate muscle there is no substitute for active voluntary contraction and the harder way of personal effort will achieve results where passive therapy is of little value. In my opinion massage plays no part in the management of the patient suffering from osteoarthritis of the hip.
The use of intra-articular injection has had its vogue and is still of value in selected cases.
The fundamental effect is probably obtained by the use of local anesthetic, and is not due to other substances whose intra-articular injection has been advocated. It is not always easy to enter the hip-joint but results do not seem to depend on accurate injection into the joint but rather on infiltration of the capsule and periarticular tissues. 1 think that successful results are obtained by anesthetizing the painful capsule and by relieving muscle spasm and thereby allowing for a period of freer and less painful movement; during this period it is possible that a certain amount of stretching and even of breaking down of adhesions takes place. Some patients very much appreciate the period of relief of symptoms thus obtained and come back for more. Unfortunately I am unable to confirm the findings of those who claim that osteoarthritis of the hip can be "cured" by intra-articular injection, and I feel that this is another form of symptomatic treatment.
The orthopxdic surgeon has naturally interested himself profoundly in osteoarthritis of the hip. The operation cf vitallium mould arthroplasty has given many of my patients wonderful relief, but I believe that half the secret of success lies in the most careful and rigid selection of suitable patients.
Results oftreatment exclusive ofhydrotherapy and al throplasty.-In 68 consecutive patients from my series at the London Hospital I found that as a result of general management and physiotherapy, three-quarters of these had received symptomatic relief and subjective improvement, and were in fact grateful patients; though none of them are cured.
If osteoarthritis of the hip is complicated by any other disease, general or local, the prognosis is rendered very much worse; similarly the older the patient is the less hopeful is the outlook. But my experience in a very large out-patient clinic has led me to disagree with certain time-honoured concepts about the incidence and etiology of this disease. I agree whole-heartedly that osteoarthritis will more readily affect a hip, or any other joint, that has previously been damaged but at least half my patients could give no history of previous joint damage and the condition had apparently arisen de novo. At the London Hospital there was no evidence that "microtrauma" and "excessive wear and tear" or any such aetiological factor played a part. Osteoarthritis is just as likely to attack the sedentary worker as the manual labourer, a fact which was pointed out by Heine in 1926, and the severity of the symptoms depends very greatly on the affected individual. The same degree of osteoarthritis will cause severe pain and disability in one patient and minimal trouble to another. These facts need careful consideration in our long-term view of the correct management of the osteoarthritic.
All I have said about the management of the patient can be summed up as a confession of failure. One can relieve but one cannot cure. One's knowledge of the etiology of the condition is not quite so depressing. In a certain proportion the osteoarthritis was due to previous joint damage in the treatment of which the future possibility of secondary osteoarthritis would have to be considered. The so-called idiopathic osteoarthritis, however, leads us to the hard core of the problem. f suggest that the factors lying behind the development of primary osteoarthritis are genetic and that there is a type of joint structure which is inherited and which tends to break down under conditions of stress which would not damage joints of sounder structure. Thus the joint of poor quality will not stand up to heavy manual work as well as the joint of good quality, and the joint of poor quality will reveal its inadequacy more readily in the heavy worker than in the clerk. Compare the work of Stecher (1948) on the inheritance of Heberden's nodes.
A time will come when the medical histories of a vast number of families in this country will be on record and available to statisticians; I think then we shall find that the tendency to develop osteoarthritis of the hip is inherited. Should my suggestion prove true that so-called idiopathic osteoarthritis occurring in one man but not in another who is subject to the same stresses, is due to the inheritance of a particular type of joint structure, we shall be then faced by the problem of how that affects those who deal with the disease. We shall have to face a major problem of preventive medicine. We shall have to guide our susceptibles into occupations which do not throw strain on the hip-joints, and I suppose, marry them into families whose joint structure has proved adequate! Mr. R. Broomhead (Leeds): I understand that I have been asked to this meeting of the Physical Medicine Section to show members the film of our post-operative treatment of vitallium mould arthroplasty, but it was also suggested that I should give some indications for the operation. That role, however, has been passed on to Dr. Reah and I shall summarize what we have found to be important as the result of our experience of about 200 vitallium mould arthroplasties.
The patient must be carefully selected. He must not expect the operation of itself, or the operator, to cure him. He must want the operation. He must understand that the post-operative interest that he himself takes in his recovery has a great bearing on the quality of his new hip. If a patient will work according to after-care instructions he may reasonably expect good movement. The physical condition of the patient need only be such that he is capable of making the necessary post-operative effort. The flabby state of the fat elderly woman militates against a good range of movement.
In my experience age does not greatly affect the quality of the result of a mould arthroplasty. As long as the patient has enough physical and mental stamina to sustain him through the after-treatment, age is no bar either to the operation or to the obtaining of a good result. It is therefore possible to contemplate the operation in patients up to the age of 70.
Quite a number of patients with osteoarthritis seem to be deaf, and it is very difficult to make them understand the necessities of post-operative treatment.
Sex appears to have no bearing on the result. The most important local factor is the condition of the patient's muscles. The nearer the muscles approach to normal, the better the outlook.
Those patients who have wholly or mainly a mechanical cause for their disability obtain the best results. These are (1) Congenital dislocation of hip;
(2) traumatic cases;
(3) osteoarthritis secondary to Perthes' disease or slipped epiphysis.
At operation, various degrees of fibrosis are found. The worst muscles are in those patients who have been allowed to become the "end-results" of rheumatoid arthritis or of ankylosing spondylitis. These patients have thin strap-like muscles; the individual fibres are much reduced in number, they are pale and do not seem to possess normal elasticity, the fibres are bound to each other by fibrous tissue; and groups of muscles and tendons are not only adherent to each other but to the capsule of the hip-joint and to the ilium.
Between the adherent rheumatoid group and the traumatic and congenital cases whose muscles are of normal quality, are the many osteoarthritic patients whose muscle state is variable. Some have fairly free muscles whilst others are adherent. I know of no criteria that can determine their state until the muscles are actually seen at operation.
The acute and subacute hip associated with rheumatoid arthritis or ankylosing spondylitis is in an ideal state for a vitallium mould arthroplasty. When relaxed under the anesthetic they have a good range of movement, their muscles are still in relatively good condition, the joints have not undergone bony ankylosis, and the bones themselves are not sclerosed so that the operation does not make undue physical demands upon the surgeon. It is possible therefore to operate on these patients and give them a vitallium mould. By relieving them from pain they can maintain muscle control, tone, and power until the disease is quiescent, and they are left with a mobile, painless hip, in marked contrast to the stiff hip which is otherwise their lot-a hip solid and very difficult to deal with by any form of surgery. The fact that a patient with an active condition can maintain mobility of body during the acute or subacute stages, means that not only are the hip muscles kept free and active, but that the patient's general condition is better both physically and mentally throughout an illness which is apt to be long and trying. The muscles of the acute rheumatoid are found at operation to be not adherent; they can therefore be re-educated and their power restored once the pain of movement has been eliminated by a mould arthroplasty.
Physicians should therefore send their cases early to the orthopedic surgeon so that he may have the opportunity of ensuring that the patient has a mobile painless hip.
The intra-articular condition of the joint seems to have little bearing on the result, though a joint which is the site of very extensive extra-articular osteophytes tends to be surrounded by muscles whose tendons and bellies are adherent to each other and to the hip capsule. One can expect therefore that these patients will have a more difficult and more prolonged convalescence than the average case.
A pre-existing deformity adds to the problem. There are three common deformitiesthose of adduction, flexion, and external rotation.
When the hip is freed by operation, the adduction deformity seems to disappear. It is a deformity which rarely causes difficulty.
A flexion contracture can often be corrected by a patient willing to work hard at stretching the flexor muscles, and the more troublesome deformity is the position of external rotation taken up by many osteoarthritics. Often it is a deformity that has been developing or present for years; it is difficult to correct by post-operative splinting, and it is not one that patients themselves can easily maintain corrected. If the deformity persists, it may cause the head of the femur to slip forwards, and eventually to dislocate-taking the cup with it out of the acetabulum.
The fat female of middle age and beyond, often presents herself with this condition. If operation is agreed, the deformity must be corrected at the time of operation. I am averse from using more machinery than is essential, but if rotation cannot be easily controlled by strapping, I have no hesitation in putting a pin across the upper end of the tibia and applying traction so that the hip is held in its proper position. If post-operative external rotation is allowed, patient and surgeon will qualify for a disappointing time.
The complication actually due to the operation which gives most trouble is the formation of new bone in the operation field, though I think there are some predisposing causes to this condition. If the surgeon is careful to wipe out and wash away as many crumbs of bone as possible at the end of the operation, he will have the minimal formation of new bone. Patients who have a massive osteoarthritis with extensive osteophytes are very liable to produce post-operative masses of bone. The surgeon therefore should not anticipate the best range of movement in these cases and the patient should be forewarned. Extra-special manual care is required when operating on this type of case.
Sometimes bone forms without any obvious cause, and it may be that some patients develop an ossifying myositis in the same way that others develop a myositis ossificans after a dislocation of the elbow. I think that even the most dexterous and careful surgeon will from time to time have trouble due to this cause.
Post-operative care is important as a preventive of new bone formation, and in the cases when the formation of new bone may be suspected, post-operative movements should be delayed and done more slowly and carefully than usual.
Dr. T. G. Reah (Harrogate): I shall consider briefly three groups of patients with osteoarthritis of the hip. There are first those with lesser degrees of pain and stiffness who, on examination, show only a moderate restriction of the movements ofthe affected jointand whose radiograms reveal the early changes of arthritis. Such patients not infrequently present themselves before the age of 50 but they also occur in the older age-groups. We have already heard from Dr. Tegner of the possible need of a complete readjustment of the patient's life but this may bedifficult to attain; as with patients suffering from angina of effort or early heart failure, so must these patients learn to live within their physical capacity. Many of our hospital patients are drawn from a rural area and fitted only for agricultural work so that, in spite of the co-operation of the Disablement Re-settlement Officer of the Ministry of Labour, it is almost impossible to find other suitable work for them. The housing problem again makes it difficult to re-settle these patients. This is our local problem but I have no doubt that each district, whether it draws its patients from an industrial or a rural area, has similar difficulties when an attempt is made to find employment within the capacity of the patient. In general, therefore, these patients in the younger age-group have to restrict their activities but they certainly have not to be allowed to become incapacitated and some of them, particularly the obese women, must be encouraged to exert themselves.
It is in osteoarthritis of the hip at this stage that hydrotherapy is not only one of the most useful therapeutic procedures but probably achieves its own greatest usefulness. The principles of hydrotherapy are quite simple-the buoyancy of the water considerably reduces the force of gravity, muscle spasm is diminished and pain relieved. Other factors involving the peripheral vessels and nerves may be of importance but I think that the three 16 factors I have mentioned are quite the most important. There are a few contra-indications to hydrotherapy: the presence of fever, physical debility, chronic lung disease and some cardiovascular lesions, and they are usually self-evident.
The simplest form of hydrotherapy is the ordinary bath at a temperature of 100°-102°F. (37.8°-38.9°C.) for twenty minutes and while the patient is in the bath an underwater douche can be given either continuously over the affected joint at a temperature of 1040 F. (400 C.) or, a method I prefer, for the last five minutes at 108°-1100 F. (42.2043.3°C.) .
After a period of rest, local massage and movements of the affected joint may be given, again to be followed by a period of rest.
In the Hubbard Tank, or one of its modifications, and in the Deep Pool Bath underwater therapeutic exercises may be performed and I need not elaborate the technical details of their application except to emphasize their usefulness when they are available. Massage douches, such as the Aix, Vichy and Scotch Douche, probably only have a limited application in the treatment of osteoarthritis of the hip unless it is associated with some other disability.
Peloids, a term used to describe peats and muds used for therapeutic purposes, may be used as packs or baths. Packs have little use in osteoarthritis of the hip but peat baths are valuable. The peat is ground up, and then heated to the required temperature by steam or admixture with hot water. Peat has an advantage over water in that it has a low specific heat and therefore a higher temperature can be better tolerated while, because of its poor conductivity, the heat is retained and the bath cools only very slowly. Muscular relaxation and relief of pain are evident but limb movements obviously are impossible. Again, massage after a brief period of rest along with movements of the affected hip-joint through its fullest possible range without the production of pain should be given. After the completion of the bath and massage, be it a water bath with underwater douching or a peat bath, a more prolonged period of rest is desirable. In general, hydrotherapy of the type I have been describing is probably best given in short courses rather than for prolonged periods. The treatments are time-consuming and may be tiring and are therefore not suitable for those who are otherwise engaged in daily work. A period of two or three weeks once or twice each year when daily treatments may be given is probably the optimum course. In the intervening months the usual physiotherapeutic measures already described may be given.
In the second group of patients, those between the ages of 50 and 65, treatment may be as I have just described but, with increasing years, the patient's pain and disability may also be increasing and it is within this group that we find the majority of those on whom surgical procedures have to be considered. In addition to the essentially surgical aspects of the selection of patients, these are the medical problems involved and these are rather greater than a mere assessment of the patient as an anasthetic risk. Because of the comparative severity of the operation and the prolonged convalescence, I believe that the patients should otherwise have a reasonable expectation of life. The cardiovascular system should be healthy but a moderate degree of hypertension need not contra-indicate operation while the renal function should be satisfactory. A mild degree of chronic bronchitis and emphysema is not a bar to operation but it is advisable for such patients to have a pre-operative course of breathing exercises under the supervision of a physiotherapist, and they should also stop smoking. In all cases, a radiological examination of the chest should be made before operation. Well controlled diabetes mellitus need not contra-indicate operation, but I think that it would be hazardous to risk operation in one whose diabetes is not readily controlled.
If, at this stage, shortening of the affected limb is occurring, elevation of the shoe has to be considered but if there is more than 1 in. (2'5 cm.) shortening, the raise should not be equal to the amount of shortening as some unbalance may be caused because of the compensatory scoliosis which has gradually been developing. The third group, those patients over the age of 65, present a problem to which the answer is difficult. Often mentally alert and at first anxious to lead more active lives, with the passing of time they tend to restrict their activities and it becomes difficult to persuade them to lead a life in which rest and movement are suitably combined but it is important to encourage them to move about to the limit of their capacity. When resting, the recumbent is better than the sitting position and a firm mattress better to sleep upon than a soft one. Hydrotherapy may still be of use in the older patients but only with care, particularly in those over the age of 70 and, in any case, both the duration of the treatments and the temperatures at which they are given must be modified as compared to those used in younger patients. While the diagnosis of osteoarthritis of the hip in the elderly is now more than a matter of faith, we must still admit with Robert Hutchison that the prognosis is a question of hope and the treatment only too often an affair of charity.
